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Inrducdion
As a result of the influence of the ac-

quired immunodeficiency syndrome
(AIDS), substantial changes in sexual be-
haviors have been reported, mainlybefore
1988, among homosexual men.1 Two
years ago, we reported indications for a
possible drawback in the behavior change
process. After several years of decrease,
the number of cases of (anorectal) gonor-
rhea among homosexual and bisexual vis-
itors to sexually transmitted disease clin-
ics in Amsterdam was found to rise.2 In
addition, in 1990 an unexpected increase
was noted in the incidence of human im-
munodeficiency virus (HIV) infection
among generally well-informed partici-
pants in the Amsterdam Cohort Study.2'3
Furthermore, several behavioral studies
in the United States have documented re-
lapse among homosexual men.4-6

This study presents additional evi-
dence documenting an increase in risk be-
haviors among homosexual men. Find-
ings are presented from two sources.
First, the annual number of cases of gon-
orrhea through 1991 among homosexual
and bisexual men, as diagnosed at sexu-
ally transmitted disease clinics in Amster-
dam, is reported both in absolute numbers
and relative to the number of consulta-
tions. Second, data are presented regard-
ing the prevalence of unprotected anogen-
ital intercourse among homosexual men
participating in the Amsterdam Cohort
Study between 1984 and 1991. Longitudi-
nal behavioral data of participants in the
Amsterdam cohort are presented to deter-
mine whether relapse is occurring.

Methods
Sewally Transmitted Disease Clnics

Since 1981, gender, year ofbirth, and
sexual preference of individuals visiting

the sexually transmitted disease clinics of
the Amsterdam Municipal Health Service
for a new consultation have been regis-
tered together with sexually transmitted
disease diagnosis. For this study, data
were collected regarding the total number
of consultations in homosexual and bisex-
ual men, the number of cases of anorectal
or urethral gonorrhea in this group, and
the ages of homosexual and bisexual male
clients.

Amsterdam Cohort Study
Participants visit the Municipal

Health Service in Amsterdam every 3
(menwho are positive forHIV antibodies)
or 6 months (men who are negative for
HIV antibodies). From 1984 through 1991,
participants completed 12 semiannual
questionnaires concerning their sexual be-
havior in the previous 6 months. In all
cycles, the data obtained on sexual behav-
iorwere combined into a dichotomous be-
havioral index for insertive and receptive
anal intercourse, separately as well as
combined; this index indicated the occur-
rence of no (anogenital) intercourse or
protected anogenital intercourse (no risk)
vs unprotected anogenital intercourse
(risk). Sexual behavior was assessed for
all men with valid data in the interval con-
cerned. Participants negative for HIV an-
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tibodies completed the questionnaire be-
fore they were informed about their most
recent HIV antibody status. In the period
from 1984 through 1991, 1103 predomi-
nantly White, well-educated homosexual
men participated in the study. At entry,
340 participants (30.8%) were positive for
HIV antibodies and 763 men (69.2%)were
seronegative. At wave 12, participants'
mean age was 41.2 years (SD = 7.7,
range = 21 to 64).

For longitudinal analyses, the semi-
annual data waves were reduced to eight
1-year intervals. To ensure identical mea-
surement periods, only one wave was
used per interval. Data waves 1985/1,
1986/1, 1987/1, and 1991/1 were therefore

not included. Seven categories of behav-
ioral patterns were observed: consistent
no risk, change to no risk, lapse, change
and lapse, relapse, change and relapse,
and consistent risk. (ITe terms used as
category labels are only meant to descnbe
observed behavioral patterns and do not
contain any implicit assumptions about
the factors that possibly underlie the ob-
served behavioral variations. Use of the
terms "lapse" and "relapse" also does
not imply that sexualbehaviors among ho-
mosexual men canbe equated to addictive
behaviors. Change was defined as at least
one episode of safe sex following one or
more episodes of unsafe sex. Lapse was
defined as at least one episode of safe sex

followed by one or more periods ofunsafe
sex and at least one episode of safe sex.
Relapse was operationalized as one or
more episodes of safe sex followed by at
least one episode of unsafe sex, without
returning to safe sex. Detailed information
about the construction of the longitudinal
behavioral categories is available on re-
quest.)

Longitudinal behavior pattems could
be assessed for 310 (28.1%) participants
with complete behavioral data. Compari-
sons involving available social-demo-
graphic and behaviorl data ofmenwho en-
tered the study later (n = 361; 32.7%), were
lost to follow up (n = 354; 32.1%), or had
isfficient data (n = 78; 7.1%) showed no
signifcant differences except higher age
among men included in the longitudinal
panel.

RPdsm
Cases ofGononhea

After several years of decline, the
number and percentage of diagnosed
cases of gonorrhea among homosexual
and bisexual clients of sexually transmit-
ted disease clinics in Amsterdam started
to increase again in 1989. This rise con-
tinued in 1990 and 1991 (Table 1). In con-
trast, the total number of cases of gonor-
rhea diagnosed in heterosexual men
continued to decline (data not shown).
The observed increase was found with re-
spect to gonorrhea located in the rectum
as well as in the urethra. This increase in
high-risk sexual behaviors, as reflected in
the diagnosed number of cases of gonor-
rhea,wasmore prominent amongyounger
homosexual men, specificaly amongmen
between 25 and 30years ofage. The mean
age of homosexual and bisexual men di-
agnosed with gonorrhea decreased signif-
icantly from 30.9 in 1988 to 29.2 in 1991.

Sexual Behaviors
Analysis of self-reported behavioral

data of participants in the Amsterdam co-
hort (Table 2) revealed that, after a decline
in the percentage of men practicing un-
protected receptive and/or insertive ano-
genital intercourse from 86.4% in the sec-
ond halfof 1984 to 29.1% in the first halfof
1991, a significant increase to 40.7% oc-
curred in the second half of 1991 (McNe-
mar test, x2 = 29.45, P = .0000). For
both men who were HIV negative (Mc-
Nemar test, X = 8.89, P = .0029) and
men who were H1V positive (McNemar
test. x2 = 9.03 P = .0027), an increase
was found in the percentage practicing un-
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protected anogenital intercourse relative
to the first 6 months of 1991.

In the second half of 1990, as well as
in the second half of 1991, separate ques-
tions regarding sexual intercourse with
steady and casual partners were included.
No significant increase was found in the
proportion of men reporting unprotected
anogenital intercourse with steady part-
ners (24.6% in 1990 and 27.7% in 1991).
The observed increase in unprotected
anogenital intercourse was mainly found
with casual sexual partners: the percent-
age of men practicing unprotected ano-
genital intercoursewith casual partners in-
creased signicantly, from 13.1% in 1990
to 24.0% in 1991 (McNemar test,
X2= 32.50,P = .0000).

Longitudinal analysis showed that
more than one third of the 310 men in the
panel either consistently reported no-risk
behavior (5.8%) or had changed to no-risk
behavior (29.7%). Only a small group of
men reported consistent high-risk behav-
iors (8.7%). Nevertheless, most partici-
pants placed themselves at risk because of
occasional lapses (6.5%), lapses after ear-
lier behavior changes (18.4%), relapses
(2.6%), or relapses after initial behavior
changes (28.4%).

Disussion
Data presented in this paper demon-

strate an increase in sexual riskbehaviors
and indicators of such behaviors among
homosexual and bisexual men in Amster-
dam. On the basis of these findings, we
conclude that the previously signaled
possible rebound in the behavior change
process among these men2 is indeed oc-
curring. Longitudinal data, in particular,
showed that occasional lapses as well as
relapses, both predominantly after initial
behavior change had occurred, are highly

prevalent among homosexual partici-
pants in the Amsterdam Cohort Study.

Surprisingly, among the generally
well-informed participants in the Amster-
dam cohort, the prevalence of unpro-
tected anogenital intercourse had mainly
increased in casual sexual encounters, sit-
uations in which usually little is known
about the partner, making it difficult for
those concerned to assess the risks in-
volved. The observed'stronger increase of
gonorrhea among men younger than 30
years of age indicates that unprotected
anogenital intercourse is increasing more
prominently among younger homosexual
men. There are no indications of the oc-
currence in recent years of changes in the
composition of the group of male homo-
sexual and bisexual visitors to municipal
sexually transmitted disease clinics or of
the male homosexual population in
Amsterdam. It is therefore unlikely that
demographic changes can account for the
observed increase in the number of cases
of sexually transmitted diseases.

As has been pointed out in regard to
other health-related behaviors, relapse is a
rather common phenomenon.7'8 It should
therefore not be surprising to find that ho-
mosexual men encounter difficulties in
maintaining safer sexbehaviors. What can
be learned from the literature on other
health behaviors is the need for methods
that specifically address the issues of
maintaining behavior change and prevent-
ing relapse. Unfortunately, however, it is
not yet understoodwhy homosexual men
are again having unprotected anogenital
intercourse. Better targeted interventions
canbe developed if it is possible to identify
determinants of sexual behavior relapse.
This requires a thorough knowledge ofthe
reasons and factors underlying the re-
newed engaging in unprotected anogenital
intercourse of some homosexual men.
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New interventions that specifically ad-
dress these issues of relapse and mainte-
nanceofbehavior change, especialyamong
younger homosexual men and with casual
sexual partners, are urgently needed. l
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